The last decade has witnessed a renewed interest in the family of the individual with schizophrenia, in particular with regard to the impact which the family may have on the course of the disorder itself. This revival stems directly from research into â€˜¿ expressed emotion' (EE), which has generated a burgeoning literature centring on issues of prediction, validation, and treatment (Leff & Vaughn, 1985) . Six family intervention studies have been published (Goldstein & Kopeiken, 1981; Leff et al, 1982 Leff et al, , 1989 Kougen et al, 1984; Falloon et al, 1985; Hogarty et al, 1986; Tarrier et al, 1988) (Table I) , and although much remains to be done to explore the limits of their internal and external validity (Hogarty et a!, 1986 ) the time is now overdue when the fruits of this research should influence clinical practice (Kuipers & Bebbington, 1985) . This is particularly apposite in view of the increasing trend towards community based mental health services. New drug treatments are relatively easily incor porated into clinical practice; however, psychosocial interventions represent complex and time-consuming procedures which require careful planning of mental health resources when attempting to integrate them into existing psychiatric management. Many questions are therefore raised when considering the possibility of routine service to families. Can they be provided efficiently yeteffectively? Who should receive the intervention and what form should it take? Should the intervention be provided through referral to â€˜¿ special ists' or more fully incorporated into the existing treatment system? Who has the requisite expertise to deliver the interventions? Can they be afforded? families. This represents one of the first attempts to integrate these advances in treatment into routine clinical psychiatric practice. This paper describes the nature of the service which has evolved and discusses some of the major issues that were confronted in attempting to integrate medical and psychosocial interventions within a routine, psychiatric service.
Considerationsin the development of routine services
The problem of engagement
Attempts to engage families in-a programme of training and support does not always meet with success, which is surprising in view of the well documented burdens they face (Gibbons eta!, 1984) . (1986) intervention is the largest and most well controlled study to date, and it is likely that their figure gives the more accurate picture of the true non-compliance rate in the USA. The figure for our own sample, which is derived from a large urban inner-city area, is higher, and may possibly be due to the inclusion of low-EE families;
all families were accepted into the study independent to understand the factors contributing to non compliance. We have identified three potential reasons which we have attempted to address in developing ourservice. Firstly, some families feel threatened by the avail ability of a specialised service for them and construe offers of help as â€˜¿ treatment' with the implication that the family is a â€˜¿ problem' or has failed. As Kuipers & Bebbington (1985) indicate, offers of help might indeed reflect an assumption on the part of mental health professionals that relatives are in some way responsible for the develop ment of the disorder, expressions of distress or anger by relatives serving only to confirm this view.
Secondly, a significant proportion of our families refusing help are relatives of first-admission patients: some emphatically deny the presence of a mental illness; some regard it as a single isolated episode and see no need for long-term advice and support, while in other cases, relatives' distress is translated into anger towards the professionals involved. Engaging first-admission families in a therapeutic programme requires due cognisance of the emotional impact that a diagnosis of schizophrenia can bring.
Finally, many families do not accept or understand the rationale of family intervention. In some instances, families make unrealistic demands that their relative should be â€˜¿ cured', and do not see their role in this process or the relevance of components of the intervention; others withdraw because they perceive their needs as few or feel they have already been met (e.g. by education).
Serious attempts to develop routine services to families should confront the origins of the engagement problem. The service model described in this paper incorporates three crucial elements to address this issue. These are discussed in detail in the second half of this paper but include:
(a) attempts to foster an ethos of â€˜¿ informed partnership', so that families and individuals feel they are actively involved in defining their needs and planning an intervention programme (b) education and training of â€˜¿ front-line' pro fessionals to highlight the needs of families and to provide accurate information about schizophrenia (c) developing interventions which are flexibly tailored to the needs of the individual and his family and involve rigorous outreach.
Clinical advantages and disadvantages of EE

High EE and relapse
It has been suggested (Leff et a!, 1982, p.130) , and often assumed, that high-EE families should be the priority focus of a family service. This has much to recommend it since high EE predicts certain kinds of behaviour (critical, overinvolved, rejecting) and is strongly associated with relapse. The adoption of high EE (fundamentally a research definition and not a diagnosis) as the primary index of need has limi tations which must be carefully weighed when deciding who the recipients of family interventions are to be.
High EE as an index of service need
The high-EE family can be reliably identified only during an acute admission (Leff & Vaughn, 1985) . The adoption of acute admission as an entry point limits the opportunity to engage individuals and families, and overlooks the significant number who are not regularly admitted (some of whom may logically include high-EE families). Indeed, it has been suggested that the needs of those with little contact with psychiatric services and their families may be equal to or greater than those with much more contact (Johnstone et a!, 1984) . Thus, the adoption of EE to assess need will overlook a significant number of individuals and families, notably those with low EE or less service contact.
High EE as a typology
The concept of the â€˜¿ high-EE family' has acquired an unfortunate (though no doubt unintended) pejorative connotation of â€˜¿ the problem family', which many families strongly object to, as they see it as a reification of the stereotype of the family as inherently pathological and uncaring (Hatfield, 1987) . In spite of efforts to temper this view (Kuipers & Bebbington, 1985) and to present alternative â€˜¿ educational/coping' models (Birchwood & Smith, 1987b) , the impact of the research literature has, in the author's view, tended to potentiate a powerful negative stereotype which does not acknowledge the strength or capacity of the family for change and their support of the affected individual (Hatfield, 1987; Hatfield et a!, 1987; Kantor et a!, 1987) .
High EE and social outcome
The poor quality of life which many individuals with schizophrenia can experience is a source of major concern to themselves and their families alike (Creer & Wing, 1973) but is a feature that intervention studies with high-EE families, with the strong emphasis on reducing risk of relapse, have tended either to overlook or to assign as a subordinate goal. It has not been demonstrated that high EE predicts poor social outcome or that low-EE families possess the necessary skills to promote social reintegration and maintain well-being. In fact, it is our experience (Birchwood & Smith, 1987a) that in some cases low-EE families have actively resorted to management strategies characterised by disengagement and distancing, which serve to promote social withdrawal and poor social adjustment, in an attempt to cope with an otherwise difficult and challenging family member, an observation also made by Hatfield et a! (1987) and Vaughn (1986) .
High EE and family well-being
The prime focus of family interventions has been the reducing of the risk of relapse. Relatively little attention hasbeenpaidtotheneedsofthefamily caring for that individual. Many families experience significant burden and stress in caring for a relative with schizophrenia and the illness can have a significant impact upon family life and emotional well-being, imposing social and personal hardships, straining family relationships and producing symp toms of stress (Gibbons eta!, 1984) .There is evidence that patient outcome, in terms of relapse and social adjustment, is related to family coping efficacy and style, loss of family cohesion, inconsistency in management decisions, and excessive family burden, which appear to predispose to a failure to cope (Birchwood, 1983) . Broadening thefocus offamily intervention to help the family to cope by directly assessing the needs and well-being of the family may well indeed be crucial to the success of family intervention and long-term patient outcome (Falloon & Penderson, 1985; Falloon, 1988) . 
The temporal stability of EE
1990).
In summary, the constraints of high EE were felt to be too great to adopt it as the primary entry criterion to a service, although its use is clearly vital to inform practice if repeated relapse is a problem. Families should be given equal opportunity of access on a needs basis at a multiplicity of contact points, not just acute admission, a policy adopted in our service at All Saints' Hospital.
Importance of needs-led, goal-defined Interventions
The goals of family interventions are not always made explicit, but a reduction from high to low EE is regarded as the principal indicator of the success of an intervention (i.e. manipulation of the independent variable). The means by which this is achieved varies widely, from structured problem-solving and communication skills training (Falloon et a!, 1985) to the prompting of interactions between high-EE and low-EE relatives (Leff et a!, 1982) . This variability in content may be due to the lack of a clearly articulated model of the high-EE family interior to inform their design. The availability of goal-orientatedsteps in familyinterventionis important, as this provides the therapist with the means to gauge whether the intervention is proceeding appropriately and thus to enable any corrective action to be taken. More importantly, if the goals of family intervention are to be wider than that of relapse, to address family well-being and patient quality of life and respond to families according to need, then it is unclear how interventions focused on families of those with a high risk of relapse are to achieve this. 
Service delivery issues
Family interventions undertaken in London (Leff et a!, 1982) , California (Falloon et a!, 1985) , and Pittsburgh (Hogarty et a!, 1986) have all made demands on resources in terms of manpower and time (the latter for example requiring more than a year of close contact with the patient and family after discharge). These demands on resources must of course be offset against savings which accrue from fewer readmissions. If the benefits of family interventions are to be fully realised in clinical practice, then a broadly similar investment is required, at least initially; anything less surely confounds the logic of the enterprise. A mode of service delivery needs therefore to be established which is capable of delivering the intervention at a reasonable cost without prejudicing quality. Workers in the mental health field will be increasingly aware of â€˜¿ grassroots' initiatives to meet the needs of families, as well as efforts by clinicians to incorporate advice provided by experts in family treatments into clinical practice (Kuipers & Bebbington, 1985) . While these are important and must be encouraged, it must be borne in mind that there is as yet no evidence to suggest that these initiatives can mimic the effectiveness of the published interventions. Thus a service which aims to achieve the objectives promised by the published studies should assign quality assurance a high priority.
Community resources and rehabilitation policy
It is widely acknowledged that the improvements in community tenure which followed the introduction of neuroleptics in the early 1960s, increased instead of decreased the need for social rehabilitation and community care. There is no evidence to suggest that any further increase in tenure that might derive from family interventions will have a different effect (Hogarty et al, 1986 ). Notwith standing this, family interventions are unlikely to prove to be a panacea for the community management and reintegration of the individual with schizophrenia, especially since the long-term impact of family intervention on the illness has yet to be determined (Hogarty eta!, 1986) . Families themselves have voiced disquiet about the increased burden which the â€˜¿ community movement' is likely to place upon them: they fear that they might come to be regardedby managerssimplyas an inexpensive community resource (Hatfield, 1987) . The prevailing ethos of community management demands that greater resources be directed towards supporting families of the severely mentally ill, but this in our view will only be effective if it is applied in the context of a rational, comprehen sive system of case management, rehabilitation, and community services (Birchwood et a!, 1988) .
Implications for service provision
In summary, it has been argued that the availability of family interventions within a psychiatric service does not guarantee that help of the requisite quality reaches those in need. Thus we would suggest that an effective service should fulfil the following requirements:
(a) actively engage families, through a multiplicity of contact points (b) be led by need (c) ensure that family needs are understood and responded to sympathetically within a frame work of partnership (d) be integrated with existing treatment facilities (e) provide ongoing training and supervision of â€˜¿ front-line' professionals (f) give a high priority to service quality.
A family service model
The â€˜¿ Family Centre for Advice, Resources and Education' at All Saints' Hospital, was established in 1984 with the remit to develop and evaluate interventions for individuals with schizophrenia and their families within the context of a routine psychiatric service. In attempting to integrate family intervention with mainstream psychiatric treatment, careful consideration was given to the issues outlined in this paper. Below we sketch the service innovations which comprise the model currently undergoing evaluation to show how these considerations can inform clinical practice and service provision. A more detailed description of the implementation and evaluation of this model is beyond the scope of this paper but will be the subject of a forthcoming article (in preparation).
(a) Active engagement of families at multiple entry points
The service does not use high-EE status or acute admission only as an entry point. Instead, the centre routinely initiates contact with individuals and their families at multiple-entry points in the service including acute admission units, out-patient and maintenance medication clinics, day centres, and voluntary groups such as NSF and MIND. Service availability is not determined by referrals or specific individual requests for help but is offered routinely to families as one component of the psychiatric service.
(b) Needs-led interventions
Once an offer of help has been accepted, the specific characteristics and needs of the individual and family are assessed using various questionnaires and interview assessment measures. A needs/strength profile is derived from the information which is then used to plan a negotiated intervention. Services offered include:
(i) information and orientation to schizophrenia for patients and their families (ii) helping the family and the individual cope and live with schizophrenia (iii) training patients and families to recognise â€˜¿ early-warning signs' of relapse (iv) self-management of persisting symptoms.
The clinical aspects of these services are described in detail elsewhere (Birchwood, 1986; Birchwood& Smith, 1987b; Smith & Birchwood, 1987; Birchwood et a!, 1989) .
(c) Promotion of an ethos of â€˜¿ informed partnership'
Efforts are made to ensure that family needs are understood and responded to sympathetically within a framework of partnership (Hatfield, 1979) . The approach with families is one which acknowledges the difficulties that families may face in caring for a relative with schizophrenia and sees the family as facing problems rather than as a â€˜¿ problem family', in need of treatment. The emphasis is on helping the family to develop the necessary expertise through the provision of information and skills for the family to determine the most appropriate management strategies for the problems they face, rather than prescriptively advising solutions which families then follow (cf. Falloon et a!, 1985) . A crucial component is the negotiation of the goals of the intervention with the individual and the family: this not only defmes needs and goals but also serves to overcome the â€˜¿ adversarial set' between professional and family which might be exacerbated when a â€˜¿ therapy' for the family is offered.
(d) Integration with community agencies and psychiatric services
The family service has developed as a routine part of the total services offered to individuals with schizophrenia and their families. Close liaison is maintained with key professionals involved with a particular individual and through joint working and regular case reviews. Efforts are made to ensure that there is co-ordination and continuity in care and that the goals of family intervention are in line with the overall treatment and rehabilitation plans for a given individual.
The goal of maintaining patients in the community with their families requires the full use of community resources, both statutory and voluntary. The centre liaises closely with community agencies relevant to the particular needs of the individual and family. For example, in meeting the social and recreational needs for a given individual, use might be made of local community, recreation and adult education centres, social interest clubs or, if more specialised help is required, contact clubs and local day centres. The availability of sufficient numbers of appropriately trained staff was identified as key factor affecting the efficacy and continuity of family interventions within a routine psychiatric service. A crucial function of the family service is therefore one of dissemination, training, and supervision. Three levels of training are routinely provided through in-service workshops and routine input to pre-and post qualification training for all front-line professional staff:
(i) highlighting the needs of individuals with schizophrenia and their families (ii) responding to the information and emotional needs of individuals and their families follow ing a diagnosis of schizophrenia (iii) helping families reduce the emotional and practical burden of schizophrenia A central resource of materials and expertise is maintained at the centre but in addition trained â€˜¿ tutors' are identified as supervisors to whom staff can relate directly for information, support, and supervision. Back-up information materials are provided in the form of a teaching pack with a training manual, information booklets (Smith & Birchwood, 1985) , and videos. The specific interventions are then offered routinely to families from staff trained in their use on the admission units, out-patient clinics, and in various community settings. This training and supervision structure thus promotes the long-term continuity of family interventions within the psychiatric service.
(1) Quality assurance
All aspects of the service are closely monitored and evaluated to ensure that the objectives of the intervention are being fulfilled and that the quality of service provision is maintained. Efforts to ensure that the dissemination of skills to front-line pro fessionals does not dilute the intervention or prejudice quality are encouraged through the continued main tenance of the family centre as a central resource, together with the established system of â€˜¿ in-house' supervision and training described above.
Concluding comment
The results of psychosocial intervention studies over the past ten years has raised expectations among individuals with schizophrenia, their families, and, not least, psychiatric professionals. Translating these advances into clinical practice represents a major challenge for the psychiatric services in the years ahead and requires careful planning if the achievements and quality of these interventions are to be maintained and made available to those in need. We feel that the development of effective services, whether based in hospitals or in the community, needs to acknowledge and be influenced by the issues raised here in order to translate theory effectively into practice.
